The pattern of rheumatic diseases in Africa has aroused interest as differences in prevalence and clinical features may provide clues to causation and pathogenesis.' Rheumatoid arthritis (RA) was thought to be uncommon in Africa, with Hall reporting seven cases in 10 000 hospital admissions from Kenya in 1962,2 and the illness apparently not described in black South Africans before 1970. 3 Greenwood subsequently noted that in Nigerians RA was a milder illness with a rarity of nodules, vasculitis, and radiological erosions. 4 More recent reports from Africa, however, have found the prevalence of RA in an urban population to be similar to that in Western Europe,5 with severe disease more prominent than in earlier reports. 8 Similarly, systemic lupus erythematosus (SLE) was excessively rare in Africa, with the illness unrecorded before 19609 and single case reports of small series of patients subsequently reported, but it is now reported more often. '0 There are two studies of the pattern of rheumatic diseases in Zimbabwe. Gelfand Uric acid crystals were seen in the synovial fluid of seven patients (58%) and tophi in two (17%). Other clinical features were a history of heavy alcohol use in 6/12 (50%), obesity in seven (58%), diuretic use in three (25%), and hypertension in five (42%). Joints most commonly involved were the first metatarsophalangeal joint in 10/12 (83%), knee in 10 (83%), and ankle in seven (58%).
We have previously given details of the clinical features of patients with SLE in Zimbabwe,'0 and the findings in this study were similar. Dermatomyositis was not associated with malignancy in any patient and the clinical features were similar to the classical descriptions. Clinical features of the spondyloarthropathies'8 and a reactive arthritis associated with the human immunodeficiency virus19 have been described elsewhere.
The five patients with unclassified chronic arthritis did not fulfil the diagnostic criteria used. Probable gout (one patient) and probable rheumatoid arthritis (four) were the diagnoses. Conditions under the heading 'miscellaneous' (one patient each) were rheumatic fever, metabolic bone disease, fibromyalgia, haemophilia, bone cyst, palindromic rheumatism, frozen shoulder, erythema nodosum, pseudogout, tuberculosis, and a Charcot's joint.
Discussion
Although this study was performed prospectively over six months, many of the patients had been attending the hospital before the study period and as it presents the pattern of rheumatic illness seen at a specialist, hospital based clinic it would be inappropriate to infer prevalence or incidence data. Rheumatoid arthritis, as in other studies,2 4 11 12 was the commonest illness seen, and in keeping with the more recent reports8 followed the pattern of illness seen in Europe more closely, with seropositive, destructive arthritis, and a female preponderance, rather than the milder pattern described by Greenwood.4 The prevalence of RA as well as the severity of illness is increased in urban African populations compared with their rural counterparts.5 One explanation for the differences between the original reports and the more recent ones is a changing pattern of disease due to increased urbanisation.
There are no formal epidemiological studies of the prevalence of SLE in urban and rural African populations. The pattern of recognition has been similar to that for RA, with the illness unrecognised initially and then reported more and more often. Systemic lupus erythematosus in Zimbabwe is no longer a rare disease and we have recently reported the largest series from Africa. 10 These changes in the pattern of disease are unlikely to be due to altered diagnostic skills as the early formal medical services in most African countries were provided by expatriate doctors with a training emphasis in these illnesses. Gelfand 
